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Introduction  
With its beginnings taking root in 1978 through the World Health Organization’s 
(WHO) Declaration of Alma-Alta, Health in All Policies (HiAP) is a model which is 
gaining momentum globally (World Health Organization, 1978). HiAP is defined as “a 
collaborative approach that integrates and articulates health considerations into 
policymaking across sectors to improve the health of all communities and people” 
(Centers for Disease Control and Prevention, 2016). Key elements of HiAP are 
engaging stakeholders, fostering health and equity, strengthening inter-sectoral 
collaboration, producing mutual benefits for multiple partners, and creating long-term 
structural or process change (Rudolph, 2013). HiAP is a policy strategy which improves 
population health and health inequities by addressing the social determinants of health. 
Social determinants of health are social constructs which influence health, such as 
economic stability, food affordability and accessibility, education, neighborhood safety, 
and housing. 
 
Health in All Policies in Practice: An Overview 
Health is influenced by social factors which are often managed by government 
sectors other than public health (National Association of County and City Health 
Officials, 2015). By centering on social determinants as root causes to produce the 
greatest impact on the community’s health, HiAP’s ecological approach differs from 
other models by concentrating on policy development and action by working across all 
governmental sectors, including non-traditional health-related entities. Sometimes 
cross-referenced under the concept “Culture of Health,” HiAP champions the message 
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that a shared value of health equity will improve the health for the entire community – a 
“win-win” for everyone (Plough, 2014). There are seven interrelated strategies for 
incorporating HiAP within organizations, three of which are developing and structuring 
inter-sectoral relationships, synchronizing communications and messaging, and 
enhancing the workforce capacity (National Association of County and City Health 
Officials, 2015). For HiAP to be successful, it must have in place the foundational 
elements: relationships, informational resources, personnel resources, funding 
resources, and legal resources. Strategic use of the interrelated strategies plus the 
foundational elements will achieve a prescribed set of short-term, intermediate, and 
long-term goals. The short-term goals are building cross-sectoral relationships with 
shared agendas, increasing staff and leadership knowledge and capacity for HiAP 
approaches, and engaging inter-sectoral partners and community stakeholders; the 
intermediate goal is health policy promotion and advocacy. Establishing a sustainable 
framework and process among partners to consider health in all policymaking and 
implementation is the long-term goal (Association of State and Territorial Health 
Officials, 2015).   
WHO’s Adelaide Statement proclaims that the “causes of health and well-being 
lie outside the health sector and are socially and economically formed” (WHO, 
Government of South Australia, 2010). Internationally, the HiAP process has been 
studied and researched for over a decade in Quebec, Sweden, Southern Australia, and 
throughout Europe. Most of the international research involved country-wide or 
provincial HiAP implementation instead of at the local, municipal level; however, 
research outcomes may still be applicable at the local level. For example, while the 
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HiAP approaches differed among the jurisdictions, research in South Australia and New 
South Wales validated the importance of relationship building and agenda setting in the 
early stages of implementing HiAP (Delaney, 2014).  
 Currently in the U.S., there is no prescribed HiAP framework at the local level; 
however, there is a wide variety of promising HiAP practices (National Association of 
County and City Health Officials, 2017). In Oregon, the Multnomah County Health 
Department is addressing equity and empowerment through the HiAP framework 
(Multnomah County Health Department, 2017). HiAP obesity research in Chicago 
emphasized the importance identifying and “framing” the health issue while the 
significance of creating institutional HiAP infrastructures to endure through leadership 
changes was substantiated in California’s school auto and pedestrian transportation 
process to address physical activity levels and obesity rates (Polsky, Stagg, Gakh, & 
Bolzlak, 2015).  
Other research examines a means to track the progression of HiAP. The maturity 
model for HiAP (MM-HiAP) is one measurement tool which categorizes the level of the 
organization’s progress in implementing HiAP. It describes 14 successive, key 
organizational characteristics along a continuum of six levels or “stages.” The model 
steps are stage 0 “Unrecognized,” stage I “Recognized,” stage II “Considered,” stage III 
“Implemented,” stage IV “Integrated,” and stage V “Institutionalized” (Storm, 2014). 
Each stage possesses its own challenges as an organization progresses from one level 
to the next. To move from stages 0 to I, an organization must focus on raising 
awareness of “what” is HiAP by framing the issue of health needs and developing a 
common or shared language with others (Molnar A, 2016). Advancing to stage II 
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requires engaging in personal efforts for relationship building, or the “who”; 
organizations will be challenged to develop continuous communication streams and 
acknowledge one another’s specialized expertise, political concerns, resource 
constraints, and potential contributions to the process and outcome (Rudolph, 2013). 
Steering the process, or the “how”, defines the advancement to stage III; this is where 
expert facilitation and communication skills are needed to address tensions inherent in 
turf wars and to guide institutional and political changes with limited resources and 
funding (National Association of County and City Health Officials, 2017). Finally, results 
and continuous improvements, or the “why”, must be obtained and maintained to reach 
HiAP stages IV and V; an absence of mutually defined short-term and long-term 
“successes” would inhibit any progression or perceived accomplishment (National 
Association of County and City Health Officials, 2017). 
In Wisconsin, HiAP is in the early stages. “Health Disparities” and “Social, 
Economic, and Educational Factors that Influence Health” are two cross-cutting focus 
areas listed in the state’s health plan, Healthiest Wisconsin 2020 (Wisconsin 
Department of Health Services, Updated 2014). In addition, the Wisconsin Public Health 
Association identified in its legislative agenda the long-term goal of “infusing health in 
policy decision-making, with the ultimate goal of a ‘health in all policies’ approach in 
Wisconsin” (Wisconsin Public Health Association, 2017).  
 
City of Milwaukee Health Department Background 
The City of Milwaukee Health Department (MHD) is undergoing revisions of its 
policy agenda process while pondering adapting the HiAP concept into its strategic 
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planning and operations. The impetus for the revision stemmed from last year’s City of 
Milwaukee Common Council’s request for all city departments to submit their “policy 
agenda” for the Council to consider legislative action during the state’s next biennium. 
Subsequently, the MHD Director of Public Health Planning and Policy (Policy Director) 
disseminated a request for policy changes or initiatives to its internal division and unit 
leaders; however, no policy suggestions were forwarded to the Policy Director. With this 
lack of input, the Policy Director decided to embark on an overhaul of the health 
department’s policy agenda process.  
 
Assessment of the City of Milwaukee Health Department 
The City of Milwaukee Health Department was assessed by reviewing MHD’s 
current community health assessment (CHA) and previous community health 
improvement plan (CHIP) and strategic plan. Five interviews or meetings were 
conducted with an ad hoc MHD policy group consisting of the Policy Director, the MHD 
Management Trainee, the University of Wisconsin Population Health Institute Fellow 
assigned to MHD, and the interviewer. In addition, the interviewer observed the CHIP 
community planning meetings in February and March.  
According to Wisconsin Statute 62.05(1)(a), the City of Milwaukee is classified as 
“a first class city,” which is defined as a city with a population of 150,000 and over. With 
a population nearing 700,000, it is the only city in Wisconsin designated as a “first class 
city” (Wisconsin Statute 62, 2017). Milwaukee has a majority minority population with 
concentrated areas of poverty and unemployment (U.S. Census Bureau, 2016). Metro 
Milwaukee ranks in the top ten among the nation's largest metro areas in the 
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percentage of its poor population living in "extreme poverty," defined as neighborhoods 
with poverty rates higher than 40% (Kneebone, 2011). Over 45% of the city’s poor 
African American residents live in extreme poverty neighborhoods (Levine, 2013). In 
addition, 11.2% of Milwaukee’s Latino population lives in extreme poverty (Levine, 
2016). Due to high poverty levels among African American and Latino Milwaukeeans, 
health disparities were noted in infant mortality, lead poisoning, and the ability to access 
health care (City of Milwaukee Health Department, 2016). 
MHD’s history and organizational structure is complex. Wisconsin is a “home 
rule” state, meaning governmental powers reside with the smallest municipal unit unless 
explicitly stated in State statute or administrative code. In accordance with Wisconsin 
Statute 251, most local health departments are at the county level. However, counties 
with a population over 500,000 may establish a municipal, or city, health department. 
Within Milwaukee County, there is no county health department; instead there are 12 
different local health departments, including the City of Milwaukee Health Department. 
Under Chapter 59 of the Milwaukee Code of Ordinances, the Health Commissioner 
leads the MHD with the mayor and the common council acting as the city’s board of 
health; this governance structure dates back to the 1850’s, prior to the creation of 
Wisconsin Statute 251 (Bruce, 1922). MHD consists of four divisions: Disease Control & 
Environmental Health, Family & Community Health, Consumer Environmental Health, 
and Health Laboratories. 
One of MHD goals is to apply to the Public Health Accreditation Board (PHAB) 
for accreditation in 2018. By focusing on performance and quality improvement, PHAB 
accreditation benefits a public health organization in providing a road map or framework 
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to prioritize and address long-standing, root causes of community health issues through 
identifying the organization’s strengths and weaknesses, advancing their leadership, 
and improving internal and external partnerships (Public Health Accreditation Board: 
Advancing Public Health Performance, 2016). One preliminary provision for PHAB 
accreditation is to complete the three foundational documents required within the past 
five years. These foundational documents include the CHA, a CHIP, and a strategic 
plan. MHD completed its most recent community health assessment in April, 2016 (City 
of Milwaukee Health Department, 2016). Based on the CHA findings, MHD developed a 
CHIP framework called MKE Elevate. The overarching goal of MKE Elevate is to build 
safe and healthy neighborhoods by supporting three priority areas: positive mental 
health, inclusive and fair society, and economic security (City of Milwaukee Health 
Department, 2017). Currently, MHD is conducting a three-session community 
engagement process for the CHIP; the last session was scheduled for April 11, 2017. 
Following the community engagement sessions, a draft of the CHIP will be written and 
vetted to the community for feedback and comments by September 2017, and a final 
version will be presented for approval to the Common Council’s Public Safety 
Committee by the end of 2017. 
After the CHIP is completed, the MHD will turn its focus to updating its 2013-
2017 strategic plan. The current MHD strategic plan contains numerous goals, 
objectives, and action steps addressing policy issues and communications. The 
strategic plan identified several policy-related action items, such as creating criteria for 
development and advocacy around policy, establishing a process for the development 
of policies based on evidence-based practices, developing a policy agenda, and training 
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an “executive leadership team” and program managers on the policy development and 
legislative process. (City of Milwaukee Health Department, 2013). MHD had a strong 
start implementing its strategic plan in the first couple of years, but then faltered, 
especially during the vacancy and subsequent hiring of a new policy director. As of 
March, 2017, MHD does not have a developed criterion for policy development and 
advocacy, an established process for evidence-based policies, nor a policy agenda, and 
the “executive leadership team” is no longer in existence. MHD did develop a plan 
listing and prioritizing which internal policies needed to be created or revised and 
identified the managers responsible for developing or revising each policy. They use a 
combination of a manual spreadsheet and free SharePoint software to manage their 
internal policies. However, the objective of establishing an internal policy and procedure 
workgroup never materialized.  
The MHD strategic plan also addressed communications means, both internal 
and external. One objective was to “develop a standardized system of formal 
communication among MHD employees” by utilizing the Healthy E-Times weekly 
newsletter and creating a staff feedback process. Historically, MHD distributed a 
newsletter every Friday, but it ceased operation a few years ago. Unfortunately, no 
other consistent method of staff communications exists except for email. In addition, 
there is no consistent platform for MHD leadership to communicate regularly with each 
other, such as monthly or quarterly scheduled meetings. In a nod toward the future, 
MHD was able to institute some technology for distance meetings. Also, MHD 
expressed a need to vet its policy agenda with internal leadership and frontline staff to 
identify potential policy solutions to operational barriers (Hagy, 2017). 
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 Externally, MHD communicates with the other city departments and community 
partners through a complicated web of formal and informal means. The city does not 
conduct regular, inter-departmental or inter-sectoral meetings. Therefore, 
communications among departments are conducted through established professional 
relationships or via ad hoc meetings. As mentioned previously, the elected alderpersons 
of the common council along with the mayor represent MHD’s de facto board of health. 
To provide a venue for more community input, MHD recently established an advisory 
board for two of its programs – food safety and environmental health.  
 
Analysis and Recommendations 
Because the City of Milwaukee identified significant health disparities in its CHA, 
HiAP is an applicable model to balance the health inequalities by addressing social 
determinants, such as poverty. Based on the maturity model for HiAP – a measurement 
tool to track the progress of implementing HiAP, MHD is at stage I, “Recognized,” where 
“there is acknowledgement that HiAP is a model to reduce health disparities” (Storm, 
2014). Since it is at an early stage for HiAP, MHD needs focus on the short-term goals – 
establishing a policy agenda process to define common goals with inter-sectoral 
departments, increasing staff and leadership capacity for HiAP approaches through 
training, and improving communication venues to engage departmental and city staff 
and the community. To validate its commitment to HiAP, MHD may incorporate these 
short-term goals into its revised strategic plan. 
While incremental steps provide the best results to gain traction with HiAP, a low-
hanging “quick win” provides a boost of momentum. However, in order to succeed, a 
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“quick win” must address a health issue with specific policy suggestions (National 
Association of County and City Health Officials, 2017). Currently, MHD does not have a 
policy agenda. Nor does MHD have consistent communication methods to sustain any 
political advocacy; communication with other community and governmental leaders is a 
must to enact policy change (Institute of Medicine, 2015).  Again, MHD should focus on 
its policy agenda process and communication streams to ensure long-term success with 
HiAP.  
In reviewing comparative literature for health policy agenda processes, there is 
not much available for public health; most of the literature describes setting research 
agenda policies (Lenaway, 2006). As previously stated, a listing of prioritized health 
issues with specific policy proposals provides a platform to advocate for change. In the 
near future, many policies will already be identified for action from MHD’s CHIP and 
strategic plan; this will provide the basis for the initial listing of issues. The external, 
community-based policy needs will be advocated for through the CHIP process, and the 
internal policies will be queued for action. Other policies may be added if there is 
engagement and alignment with other city departments’ policy agendas. One way to 
align with other city departments’ agendas is to conduct an inter-sectoral informant 
survey. The intent of these survey interviews is to obtain further information on other 
departments’ policy goals, objectives, and initiatives for synergistic leverage while also 
establishing baseline perception about the role of health in non-MHD policies. Other 
established purposes of the inter-sectoral survey are to: 
1. Identify how other departments’ policies affect health 
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2. Identify and adopt other departments’ best practices/processes in prioritizing 
policy agendas 
3. Conduct a readiness assessment or “laying the groundwork” in implementing 
HiAP  
A literature search produced no evidence-based “generic” policy agenda questions; 
available research questions were topic-specific. See Appendix A: Inter-sectoral Survey 
Questionnaire for a draft questionnaire. This survey questionnaire was vetted through 
the ad hoc MHD policy meetings (Hagy, MHD Policy Meeting, 2017). 
Policy items identified in the CHIP, strategic plan, and inter-sectoral survey 
should be ranked for prioritization as a next step. Varied methods for prioritization 
including multi-voting technique, use of strategy grids, nominal group technique, the 
Hanlon Method, and the prioritization matrix (National Association of County and City 
Health Officials, 2010). In multi-voting, a pre-identified group of decision-makers vote on 
their top health issues, usually no more than five. Health issues receiving at least 50% 
of the vote move on to the next round of voting; this process is repeated until a defined 
number of issues are agreed upon. Strategy grids use an X and Y axis, such as need 
and feasibility, to create high/low quadrants in order to narrow down the number of 
issues; health problems which are determined to be in the high/high quadrant receive 
priority. The nominal group process is similar to the multi-voting technique, but it 
involves a brainstorming and discussion session prior to the vote. MHD employed the 
nominal group process when prioritizing policies and strategies during their CHIP 
process. Created by J.J. Hanlon, the Hanlon Method calculates a numeric ranking of 
health issues based on the size of the health problem, the seriousness of the problem, 
12 
 
and the intervention’s effectiveness. The seriousness of the health problem is given 
added weight in the scoring. The prioritization matrix is a custom version of the Hanlon 
Method; the agency creates its own criteria and may place more value on one or more 
criterion and may weigh it accordingly.  Adopting the prioritization matrix is 
recommended because it can be customized to MHDs values and politics. MHD may 
consider using the same criteria as the Hanlon Method, plus the categories of 
previously identified in CHIP/strategic plan, political will, and health disparity/social 
determinant need. See Appendix B: Prioritization Matrix for a draft version. It may be 
prudent to have separate priority matrices for internal and external policies. The internal 
policies matrix may contain different criteria for rank, such as PHAB or certification 
requirement or addressing a safety issue. The political will category may be modified to 
reference the ease of the approval or adoption of the policy by the decision-makers who 
may be the Common Council, the Health Commissioner, or MHD administrator. This 
prioritized list of policy initiatives form the framework for a 5-year policy plan. Reviewing 
and modifying the policy plan annually is advisable to adapt to rapidly emerging health 
issues or changing politics (American Public Human Services Association, 2017). 
After an agenda plan is established, a policy development and advocacy training 
plan for MHD leadership and staff should be developed. A needs assessment is 
recommended to identify specific training needs and curricula. An excellent resource 
that breaks down instruction into modular units is the World Health Organization’s 
Health in All Policies: Training Manual. In addition, MHD may consider selecting some 
staff to be further trained in policy development tools such as health impact analysis 
(HIA) and health lens analysis (HLA) (Lawless, 2012).   
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Policy ideas will germinate as communications and engagement are assimilated 
into the MHD culture. In order to maintain and further staff and the community 
engagement, MHD must establish on-going, consistent communication streams in 
multiple formats, both internally and externally. Resurrecting the Healthy E-Times 
newsletter on a monthly or quarterly basis is a cost-effective method that is easy to 
implement. Readership of the newsletter may be evaluated using Microsoft Outlook 
analytics, such as the number of staff who opened the newsletter email. Scheduling 
MHD leadership meetings bi-annually or quarterly is another communication option to 
establish the seeds for information dissemination, dialoguing, and training policy-related 
issues. These meeting may be conducted using the distance technology already in 
place to increase participation. In addition, MHD may consider exploring the Policy and 
Procedure Workgroup idea again. 
In addition, MHD needs to provide continued informational exchanges with the 
community. Through its multitude of connections, MHD started strong in engaging the 
community with a robust CHIP process. However, in the absence of a board of health 
and current CHIP follow-up plan, a formal external communications structure is 
warranted. First to consider is operationalizing the food safety and environmental health 
advisory board with scheduled meeting times and documented minutes; the boards’ 
meeting minutes may be posted in accordance with the city’s open meetings policy to 
increase the information dissemination.  
Some municipalities without a board of health use a Public Health Advisory 
Committee or Council (PHAC) as a means to formally vet policy ideas with the 
community. As the name states, these committees are advisory to the health 
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department and do not have governmental authority to direct specific action. PHACs 
function through codification in local ordinance or through less formal bylaws. Examples 
of local health departments which use PHAC-like structures include Multnomah County 
(OR), Whatcom County (WA), Shasta County (CA), Sacramento County (CA), and St. 
Louis County (MO). See Appendix C: Sample City of Milwaukee Public Health Advisory 
Council Bylaws for a draft version. To advance inter-sectoral collaboration, other city 
departmental leadership may be a PHAC member. Also, an annual summit meeting to 
update the public on the CHIP’s progress and future initiatives may be helpful.  Lastly, 
MHD may want to research and determine their means to use social media for 
communication ventures.  
Finally, the issue of whether or not to mandate a HiAP directive or proclamation 
must be questioned. While leadership support and engagement are essential, research 
recommends against directives or mandates for inter-sectoral HiAP unless there is a 
political need or will to do so (Molnar A, 2016). Directives and mandates place 
organizations at risk for “health imperialism,” - a concept whereby the policies are 
health-centric to the point of dominating and possibly subverting other sectoral policies. 
Since MHD is in the early phases, a HiAP directive, mandate, or proclamation is not 
recommended.  For an overview of the above steps to enculturate HiAP within MHD, 
see Appendix D: MHD HiAP Logic Model. 
 
Conclusion 
MHD has the ambitious goal of modeling the HiAP concept to address the 
community’s health disparities, but it must first address its infrastructure for long-term 
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success. Focusing on the policy agenda process and bolstering the internal and 
external communication exchanges are the first key steps to progress from MM-HiAP 
stages I to II. However, these key steps are met with their own challenges, such as 
organizational change, turf wars, and limited resources, for which MHD must navigate 
through and beyond. Once these steps are in place, MHD will need to evaluate and 
update its HiAP goals and develop strategies to overcome future resource and 
relationship barriers to advance to MM-HiAP stage III. Even though they are in the 
beginning stages, the City of Milwaukee Health Department is at an ideal point to initiate 
the HiAP concept within its organization.  
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Appendix A: Inter-Sectoral Survey Questionnaire 
 
 
Interviewee  
 
Name:  __________________________________________________________________ 
 
 Title:  __________________________________________________________________ 
 
 Department:  ____________________________________________________________ 
 
 
Interviewer Name: ____________________________________________________________ 
 
 
 
 
Introduction:  Thank you for taking the time today to participate in this interview.  We know that the work you do affects the health of the people 
who live, work, and play in the City of Milwaukee.  Today, we want to learn more about what you do as a department and how you do it.  There 
are no right or wrong answers.  We hope to use this information to refine our priority setting process and identify areas to collaborate within the 
City. 
 
DEPARTMENT POLICY AGENDA SCAN 
 
What are your department's top 
priorities/strategies/ initiatives for the 
coming year?  Please describe. 
 
 
 
What are your department's top policy 
priorities for the coming year, if 
different? Please describe. 
 
 
 
How did you determine these 
priorities?  What factors/influences led 
to choosing these priorities? 
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What process, if any, do you use to 
consider how a strategy or policy might 
impact different segments of the 
population? 
 
 
 
What other departments, 
organizations, or agencies work with 
you on these priorities? 
 
 
INTERSECTING WITH HEALTH 
 
In what way, if any, do you believe that 
your department’s priorities/strategies/ 
initiatives impact health? 
 
 
 
Prior to this interview, have you heard 
of the term “social determinants of 
health”? 
 
[If answer is yes] What does it mean to 
you? 
 
 
 
How does your department/program 
currently collaborate with the health 
department or the broader health 
community? 
 
 
 
Where do you see opportunities for our 
departments to align our work or policy 
priorities? 
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Appendix B: Prioritization Matrix 
Sample 
Policy Issue 
A 
Identified 
need in 
CHIP or 
Strategic 
Plan 
B 
Size of 
Population 
Affected 
C 
Seriousness 
of Health 
Issue 
(x2) 
D 
Effectiveness 
of Policy 
 
E 
Political Will 
to Enact 
Policy 
(x2) 
F 
Addresses 
Health 
Disparity/ 
Social 
Determinant 
 
Priority Score 
(A+B+C+2C+D+2E+F) 
Prohibit use of 
electronic cigarettes 
on city property  
2 3 3 (6) 3 3 (6) 1 21 
Increase high school 
graduation rates 2 2 1 (1) 3 3 (6) 3 17 
Proclaim June 1 as 
“City Veggie Day” to 
address obesity 
1 2 1 (1) 1 1 (1) 0 6 
Limit alcohol retail 
outlet density 3 2 2 (4) 2 2 (4) 1 16 
 
        
 
How to Rank Each Indicator 
 
A – Identified need in CHIP or Strategic Plan   
 1 = not in CHIP or strategic plan  
2 = in CHIP or strategic plan 
 3 = in both CHIP and strategic plan 
 
B – Size of Population Affected 
1 = less than 5% 
 2 = 5 to 20% 
 3 = over 20% 
 
C – Seriousness of Health Issues 
1 = limited health issues 
 2 = moderately affects health 
 3 = serious health consequences 
 
D – Effectiveness of Policy 
1 = not evidence-based 
 2 = some evidence-based research supporting policy 
 3 = best practices 
 
E – Political Will to Enact Policy 
1 = limited community or decision-makers support 
 2 = community or decision-makers support 
 3 = supportive community and decision-makers 
 
F – Addresses Health Disparity/Social Determinant 
0 = not address health disparity or social determinant 
 1 = addresses health disparity  
2 = addresses social determinant 
 3 = addresses both health disparity and social determinant 
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Appendix C:   SAMPLE CITY OF MILWAUKEE PUBLIC HEALTH ADVISORY COUNCIL BYLAWS 
 
 
 
CITY OF MILWAUKEE PUBLIC HEALTH ADVISORY 
COUNCIL BYLAWS (DRAFT) 
 
 
 
ARTICLE I - NAME 
 
The name of this organization shall be the City of Milwaukee Public Health Advisory Council.  The 
Council will serve in a primary role as advisory to the City of Milwaukee Common Council and Health 
Department (MHD). 
 
 
ARTICLE II - OBJECTIVES AND FUNCTIONS 
 
The objectives of this Council shall be to perform the following functions for City of Milwaukee: 
 
1. Identify local public health and community needs and priorities. 
 
2. Encourage the development of appropriate public health and community services. 
 
3. Coordinate and sponsor various forums on public health and community issues. 
 
4. Advise the C o m m o n  Council and/or MHD in all major policy matters concerning the 
nature, scope and extent of public health and community needs. 
 
5. Assume other responsibilities as requested by the MHD. 
 
In support of these objectives, the Public Health Advisory Council shall: 
 
1. Review annual MHD budget issues and make recommendations to MHD and the Common 
Council Alderpersons. 
 
2. Review and comment on City plans and proposals for program development or change. 
 
3. Oversee the work of designated committees addressing public health and community 
health issues, and bring forth their recommendations to MHD and/or Common Council as 
appropriate. 
 
4. Make recommendations to MHD re: developing and improving the delivery of health care 
and related public health and community services. 
 
5. Facilitate, when requested by the MHD, the review of proposals for federal and state 
funding and make recommendations to the Health Commissioner or designee. 
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ARTICLE III - MEMBERSHIP 
 
 
Section 1 – Size and Composition 
 
Members shall be residents of or employed in the City of Milwaukee at the time of appointment, and shall 
include knowledgeable community representatives. All reasonable efforts shall be made to ensure that the 
membership is broadly representative of the demographic characteristics of the City of Milwaukee. 
 
Membership of the Council shall consist of nine members of which three are appointed by the Common 
Council President, three are appointed by the Office of the Mayor, and three are appointed by the 
Commissioner of Health, and shall be selected from among the following: consumers/consumer 
advocates, community members, public health professionals, health care practitioners, health care 
providers/hospitals, and/or education representatives. Each appointed body must appoint one public health 
professional and one individual who lives in an area within targeted zip code designated to address a 
PHAC-specified health disparity. 
 
The City of Milwaukee Health Commissioner and the Director of Public Health Planning and Policy serve as 
ex-officio, non-voting members of the Council.  Ex-officio members act as liaisons between the Public 
Health Advisory Council and the City by keeping Council members advised in a timely manner of relevant 
issues that are of interest to the Department and/or the Alderpersons. 
 
Section 2 - terms 
 
Terms of appointment shall be three years, with eligibility for a second three-year term.  Appointments shall 
be staggered so that approximately one-third of the appointments expire each year. 
 
Three-year terms of office shall run from January 1 of the first year to December 31 of the third year. 
 
If a member is appointed to fill an unexpired term of more than one (1) year, it will be considered the 
member’s first full term.   If a member is appointed to fill an unexpired term of one (1) year or less, 
the member will be eligible for two (2) additional terms. 
 
Section 3 – Voting 
 
Each member, except for the ex-officio members, shall be entitled to one vote.  All matters submitted 
for determination, except amendments or revisions to the bylaws, shall be decided by a majority of those 
voting. The presence in person of one more than 50% of the total members (excluding vacancies and ex-
officio members) of the Public Health Advisory Council shall constitute a quorum for the transaction of 
business. 
 
Section 4 - Vacancies 
 
A vacancy shall exist when (a) a member of the Public Health Advisory Council has three consecutive 
unexcused absences, (b) a member resigns, (c) a member no longer works or resides in City of Milwaukee 
or dies, d) a member completes two consecutive three-year appointments, or (e) a member attends fewer 
than 50% of the meetings held in a year, without justification or excuse. In the event of a vacancy the 
Public Health Advisory Council will convene a Nominating Committee, consisting of one member of the 
Public Health Advisory Council and at least one representative of the community-at-large, which will submit 
a nomination for appointment by the Council of Supervisors. 
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Section 5 - Meetings 
 
There shall be a minimum of four meetings per year of the Public Health Advisory Council. 
 
Special meetings of the Council may be called by the Chair, or in the case of his/her absence, by the Vice- 
Chair, or in case of the Vice-Chair's refusal to act, at the written request by a majority of Council members. 
Only matters specified in the written notice of meeting can be considered at such a special meeting. 
 
All meetings of the Public Health Advisory Council shall be open to the public and in locations accessible to 
the public. 
 
 
 
ARTICLE IV - OFFICERS  
 
 
Section 1 – Officer Positions 
 
The officers of the Public Health Advisory Council shall be a Chair and Vice-Chair. 
 
Section 2 - Terms 
 
Officers shall be elected annually for a term of one year from January 1 to December 31. All officers shall 
be nominated by the Nominating Committee from members of the Public Health Advisory Council, and 
elected at the December meeting of that body. 
 
Section 3 - Roles 
 
The Chair shall: 
 
• Conduct all meetings. 
• Appoint all working committee, ad hoc or task force committee members and chairs 
with the confirmation of the Public Health Advisory Council. 
• Act as spokesperson for the Public Health Advisory Council. 
 
The Vice-Chair shall: 
 
• Take the place of the Chair temporarily in his/her absence. 
• Fulfill the unexpired term of the Chair should such a vacancy occur. 
 
 
Section 4 - Vacancies 
 
A vacancy in an office shall exist when the officer no longer works or resides in City of Milwaukee, in the 
case of death, upon a two-thirds vote of the Public Health Advisory Council, or by resignation.  In the event 
that the office of Chair becomes vacant and the Vice-Chair is unable to serve, the Council shall elect one of 
its members to serve for the remainder of the term.  In the case of a vacancy in the office of Vice-Chair, 
the Chair shall appoint a member to fill the unexpired term. 
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ARTICLE V - COMMITTEES 
 
Section 1 – Executive Committee 
 
The Executive Committee will consist of the Chair, Vice-Chair and two at-large members who are elected 
annually.  The Executive Committee acts on behalf of the full Council on items of an immediate nature or 
on items referred to it by the full Council. The Executive Committee will meet at least quarterly.  Additional 
meetings may be called by the Chair if action of an immediate nature is called for. Any action of the 
Executive Committee will be noted at the following Public Health Advisory Council meeting. Executive 
Committee meetings will be announced and are open to all Council members. 
 
Section 2 – Working Committees 
 
To maximize the efficiency with which PHAC completes tasks, PHAC may establish ongoing working 
committees charged with responsibilities consistent with the Advisory Council’s Establishing Resolution.  
The working committees will be chiefly responsible for conducting the research necessary for PHAC to 
make and pursue well informed decisions, and for disseminating information to the community and 
appropriate stakeholders. The working committees will take guidance from the full Advisory Council on 
issues to address, and conversely, will present the full Advisory Council with recommendations for action. 
 
Working committees shall be comprised of no more than five members, a majority of which must be regular 
members of the Public Health Advisory Council. Members shall be appointed as needed. 
 
Working committees shall operate in accordance with all governing procedures outlined in these bylaws. 
 
Section 3 – Ad Hoc Committees and Task Forces 
 
When appropriate, the Public Health Advisory Council or the MHD shall establish other ad hoc committees 
or task forces to perform certain duties for a specified length of time or task. 
 
 
ARTICLE VI - PARLIAMENTARY AUTHORITY 
 
Robert's Rules of Order shall govern the conduct of Public Health Advisory Council. 
 
 
 
ARTICLE VII - CONFLICT OF INTEREST 
 
Section 1 - Definition 
 
A Council member is deemed to have a conflict of interest when he/she (or a relative or business 
associate) has one or more of the following relationships existing with a program or competing program 
under consideration: 
 
• ownership or financial interest; 
• director, trustee or officer; 
• employee; or 
• provider of goods or services, material or other substantial interest which might inhibit 
objective decisions. 
 
In addition to specific relationships to a program under consideration, members may find themselves in 
conflict when discussing other matters. 
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Section 2 – Declaration Procedure 
 
Members who have a conflict of interest on a specific issue before the Public Health Advisory Council shall 
so state before discussion of the issue in question and shall abstain from voting on said issue. Council 
members may participate in discussions relating to issues for which a conflict has been declared, provided 
they state their potential conflict of interest prior to the discussion. 
 
Nothing shall prohibit Council members from further declaring a conflict of interest and abstaining from 
voting or discussion on an issue when they believe that such activity might constitute or give the 
appearance of constituting a conflict of interest. 
 
 
ARTICLE VIII- BYLAWS 
 
The Public Health Advisory Council shall be governed by bylaws adopted by a two-thirds vote of members. 
These bylaws may be amended or revised by a two-thirds vote of the Council, provided notice of the 
amendment or revision is given in writing at least ten (10) days prior to the meeting. 
 
 
 
 
 
 
Bylaws adopted MONTH XX, 20XX 
Amended MONTH XX, 20XX 
Revised and approved MONTH XX, 20XX 
 
 
Adapted from the Shasta County Health and Human Services Agency, Public Health Advisory Board 
Bylaws
27 
 
Appendix D:  MHD HiAP Logic Model 
 
Goal:  Establish a culture of Health in All Policies within MHD 
Inputs Outputs - Activities Outcomes Short Medium Long 
MHD staff 
 
MHD Leadership 
 
City Department 
staff 
 
Common 
Council/ Mayor 
 
Community 
partners 
 
Time 
 
Research-based 
evidence: 
• Health in All 
Policies: A 
Guide for 
State and 
Local 
Governments 
• Health in All 
Policies: 
Training 
Manual 
 
Materials / 
equipment 
 
Computers / 
technology 
Complete CHIP document by December, 
2017. 
MHD policy agenda will 
be established by July, 
2018. 
A policy agenda process 
is operationalized by 
January, 2020. 
A culture of Health in 
All Policies is 
institutionalized within 
MHD by January, 
2022. 
Complete strategic plan by March, 2018. 
Survey other city departments for policy input 
by May, 2018. 
Apply policy prioritization matrix with policies 
identified in CHIP, strategic plan, and from 
others by June, 2018. 
Update and review matrix for political or 
community health changes or emerging 
issues annually. 
Train MHD managers and supervisors on 
what are policies, the collective impact of 
policies, how to advance policy ideas, and 
HiAP within MHD by December, 2018. 
MHD staff and leadership 
are knowledgeable about 
policy agenda setting, 
policy advocacy, and 
HiAP by July, 2019. 
Train selected MHD staff on HIA and HLA for 
policy development and advocacy by March, 
2019. 
Resurrect Healthy E-Times newsletter on a 
monthly basis by March, 2018. Internal communications 
means are established by 
June, 2019. 
Communications are 
free-flowing within MHD 
and with external 
partners. 
Establish quarterly MHD leadership meetings 
as a venue to disseminate information, 
provide trainings, and obtain feedback by 
June, 2018. 
Operationalize food safety and 
environmental health advisory boards 
through meetings by December, 2017. 
Communication means 
with external partners are 
established by December, 
2019. 
Survey other city departments and partners 
on how to best to disseminate information, 
provide feedback, and dialogue about issues 
by May, 2018. 
Establish a Public Health Advisory 
Committee to formalize communication 
streams within the community by December, 
2018. 
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